Application for Blue Shield
Individual and Family Health Plans blue

california

Blue Shield of California and
Blue Shield of California Life & Health Insurance Company

This application is for applying for coverage directly with Blue Shield for a Blue Shield Individual and Family Plan (IFP). To enroll or modify (PRODUCER
coverage obtained through Covered California, contact Covered California directly. USE ONLY)

APPLICATION MUST BE COMPLETED IN BLUE OR BLACK INK PRINTING IN BLOCK CAPITAL LETTERS. Please make sure you answer all questions MARKET CODE
as completely and accurately as possible and include first month’s premium to avoid a return of the application. Submit ALL pages, 1 through 8,
as your complete application including any other supporting documentation to Blue Shield Attn: I&B — Applications, PO. Box 3008, Lodi, CA 95241-
9969 or fax: (888) 386-3420. The fastest and most efficient way to submit your application is online at bscapply.com. Call Blue Shield at

(888) 256-3650, or contact your agent for help filling out the application. Boxes should be marked as follows:

Reason for application: [_1 Open enrollment ["] Special enroliment period (choose one)

By selecting a special enrollment/qualifying event, you are certifying that to the best of your knowledge, you are eligible for special enrollment.
Date qualifying event triggering special enrollment occurred:

Please explain qualifying event type for special enrollment:

Note: You must apply within 60 days from the qualifying event to elect coverage.
[T New enrollment [ ] Plan transfer [_] Add dependent(s) (choose one)
If adding a dependent to existing coverage and/or requesting a plan transfer, please provide existing subscriber's Blue Shield subscriber number:

Part 1 - Primary applicant information

You are eligible to apply for a Blue Shield individual and family health plan if you are: a California resident and not enrolled in Medicare coverage. The medical, dental
and/or vision plan option(s) chosen for the primary applicant will apply to all individuals/dependents included on this application. Individuals who would like to enroll with
a plan option that is different from that of the primary applicant must fill out a separate and unique application and submit a separate first month’s dues/premium.

Applicant’s Social Security Number/Tax ID number

First name M

Last name

[T Male [T Female ‘ Married: [ 1 Yes [I No  Domestic partner: [[] Yes [_] No ‘ Date of birth (month/day/year)

Please tell us about yourself. How would you describe your race and/or ethnicity? These questions are optional and are only used to help ensure all members have
the same access to the highest quality of care.

1. Are you of Hispanic or Latino origin? | 2. If yes, please select one: 3. Which race do you identify with? (select one)
[1Yes [ TCuban [TAmerican Indian or Alaska Native | Laotian
[INo [ TGuatemalan [ TAsian Indian [ Native Hawaiian
[1Unknown [ TMexican, Mexican American, Chicano | [ |Black or African American [ 1Samoan
[ 1Declined [TPuerto Rican [ 1Cambodian [ ] Vietnamese
[ TSalvadoran [ IChinese 1 White
[ 12 or more Ethnicities [ TFilipino 12 or more Races
[10ther Hispanic, Latino, Spanish: [ TGuamanian or Chamorro ] Other
[ THmong [ TUnknown
[ TJapanese [ 1Declined
[ TKorean

If there are applicable dependents included on your application, are all dependents listed of the same race and/or ethnicity as the primary applicant? [ 1 Yes [ 1 No

If you answered “No”, please include the race and/or ethnicity for each of your dependents in Part 3.

Applicant’s home phone Applicant’s cell phone
Applicant’s business phone Applicant’s fax No.
| understand and agree that any phone number(s) | provide on this Application will be used by Blue Shield to contact me about my Blue Shield contract/ Initial

policy. Subject to HIPAA, | understand that information may be provided in a pre-recorded telephone message with important information about my
coverage, renewal options, and other information Blue Shield determines is relevant to my coverage. | consent to allow Blue Shield to contact me and/or
any dependents covered on my contract/policy at the phone number(s) | provided, including any number | provide that connects to a cell phone.

Applicant’s email address:

| understand and agree that the email address | provide on this Application may be used by Blue Shield to contact me about my Blue Shield contract/policy. | Initial
| understand that information sent to me by email could include important information about my coverage, renewal options, and any other information
Blue Shield determines is relevant to my coverage. | consent to allow Blue Shield to contact me and/or any dependents covered on my contract/policy
at the email | provide on this Application.

If a current Blue Shield member, provide subscriber number:

Home address (NO P.0. Box) ‘ Apt. No.
City ‘State ‘ ZIP code
Billing address (if different from above) ‘ Apt. No.
City ‘State ‘ ZIP code
Mailing address (if different from home address) ‘ Apt. No.
City ‘State ‘ ZIP code
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Primary applicant’s initials
Part 1 - Primary applicant information (continued):

Health plan option (check one box only):
Blue Shield of California plans:

Exclusive PPO plans Trio HMO plans

[C1 Blue Shield Platinum 90 PPO | [ Silver 1950 PPO HDHP Plans ] Blue Shield Platinum 90 Trio HMO

[T Blue Shield Gold 80 PPO [ Blue Shield Bronze 60 PPO [] Blue Shield Bronze 60 HDHP PPO [1 Biue Shield Gold 80 Trio HMO

] Silver 70 Off Exchange PPO | [] Blue Shield Minimum [ Silver 2600 HDHP PPO [T Silver 70 Off Exchange Trio HMO
Coverage PPO

During Open Enrollment (OE), you are eligible for a January 1 coverage effective date if you submit your application by December 15. If you submit after
December 15 but before the end of OE, you are eligible for a February 1 effective date. During a Special Enrollment Period (SEP), your effective date will
depend on your Qualifying Life Event (QLE) and the date you submit your application. For specific details go to blueshieldca.com/QEchecklist.

Requested effective date (see Part 5(b), Item 5 for information)

Note: Summary of Benefits and Coverage (SBC) forms are available for all medical plans. These forms summarize coverage and benefits for plans in a uniform
manner. Log in to blueshieldca.com/policies to download SBC forms for any plan(s) you have applied for.

(a) Does the primary applicant currently reside in California? [[] Yes [ No If no, where does the primary applicant reside?

Indicate language preference: 1 English (] Spanish [ Chinese [1 Vietnamese ] Korean [] Other:

Preferred method of contact (check one): E Home phone [C1 Cell phone [ Business phone [[] Email Best time to contact: CIav CIpm
Standard mail

Check here if you have previously had coverage with Blue Shield. []
If prior coverage, indicate prior Blue Shield subscriber No., if known:

Are you or anyone applying for coverage currently eligible for and/or enrolled with Medicare coverage? 1 Yes [ No
If yes, (M} Eligible or ] Enrolled. Please identify the name(s) of the applicant(s):

Part 2 - Primary applicant supplemental plan choices

You may also purchase a dental plan, a vision plan, or dental + vision package, and/or life insurance to supplement your health coverage. Dental, vision, dental + vision
plans, and/or life insurance are also available without medical. Dental and vision plan options will apply to all individuals/dependents included on this application.

Dental and vision plan options (select only one dental plan and/or one vision plan OR Specialty Duo):

[] Dental HMO  [] Dental Standard HVMO ~ [] Dental PPO [_] Enhanced Dental PO 50/1250  [_] Enhanced Dental PPO 50/2000
[] Enhanced Dental PPO 50/2000 Lifetime Ortho 1500 [] Enhanced Dental PPO 25/500 [] Specialty Duo®™ dental + vision package*
] Ultimate Vision 15/25/120*  [] Ultimate Vision 15/25/150*

Dental HMO only — visit blueshieldca.com to find a dental provider or for questions call (888) 256-3650 Dental provider No.

Dental provider name:

Life insurance™ option: Life insurance is available to applicants age 1 year or older and through the age of 64. Coverage is offered in amounts starting at
$10,000 and up to $100,000. Certain conditions apply for benefit amounts of $50,000 and above. In order to purchase life coverage, a separate life insurance
application must be completed. For life insurance rates and to apply for coverage, please visit our website at blueshieldeca.com/term-life.

* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).

Part 3(a) - Spouse/domestic partner dependent applicant information

[] Spouse ["1 Domestic partner Sex: [ | Male [] Female Date of birth (month/day/year)

Applicant’s Social Security Number/Tax ID number

If different from that of the primary applicant, which race and/or ethnicity does this dependent identify with?

First name Ml

Last name

Is the spouse/domestic partner applicant's residence the same as the primary applicant? [ ] Yes ["] No
If no, where does the applicant reside? (address, including ZIP code and state)
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Primary applicant’s initials

Part 3(b) - Child dependent applicant information - Dependent children must be under age 26. If more than eight child
dependents are applying for coverage, please attach a supplemental page providing all information listed below, your signature, and date.

] Male Date of birth (month/day/year)
] Female Relationship: (e.g., son/daughter)

Applicant’s Social Security Number/Tax ID number

If different from that of the primary applicant, which race and/or ethnicity does this dependent identify with?

First name M
Last name
Is the child dependent applicant’s residence the same as the primary applicant? Ol ves [ No
If no, where does the applicant reside? (address, including ZIP code and state)
Part 3(c) - Child dependent applicant information
p Male Date of birth (month/day/year)
|| Female Relationship: (e.g., son/daughter)
Applicant’s Social Security Number/Tax ID number
If different from that of the primary applicant, which race and/or ethnicity does this dependent identify with?
First name M
Last name
Is the child dependent applicant’s residence the same as the primary applicant? [ ves [ No
If no, where does the applicant reside? (address, including ZIP code and state)
Part 3(d) - Child dependent applicant information
Ll Male Date of birth (month/day/year)
L] Female Relationship: (e.g., son/daughter)
Applicant’s Social Security Number/Tax ID number
If different from that of the primary applicant, which race and/or ethnicity does this dependent identify with?
First name M
Last name
Is the child dependent applicant’s residence the same as the primary applicant? 1 ves [ No
If no, where does the applicant reside? (address, including ZIP code and state)
Part 3(e) - Child dependent applicant information
p Male Date of birth (month/day/year)
|_| Female Relationship: (e.g., son/daughter)
Applicant’s Social Security Number/Tax ID number
If different from that of the primary applicant, which race and/or ethnicity does this dependent identify with?
First name M
Last name
Is the child dependent applicant’s residence the same as the primary applicant? ] Yes 1 No
If no, where does the applicant reside? (address, including ZIP code and state)
Part 3(f) — Child dependent applicant information
Male Date of birth (month/day/year)
L] Female Relationship: (e.g., son/daughter)
Applicant’s Social Security Number/Tax ID number
If different from that of the primary applicant, which race and/or ethnicity does this dependent identify with?
First name M
Last name

Is the child dependent applicant’s residence the same as the primary applicant? 1 Yes [ No

If no, where does the applicant reside? (address, including ZIP code and state)
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Primary applicant’s initials

Part 3(g) - Child dependent applicant information

[ Male Date of birth (month/day/year)
[ Female Relationship: (e.g., son/daughter)

Applicant’s Social Security Number/Tax ID number

If different from that of the primary applicant, which race and/or ethnicity does this dependent identify with?

First name Ml

Last name

Is the child dependent applicant’s residence the same as the primary applicant? [ Yes [ No
If no, where does the applicant reside? (address, including ZIP code and state)

Part 3(h) - Child dependent applicant information

L] Male Date of birth (month/day/year)
L] Female Relationship: (e.g., son/daughter)

Applicant’s Social Security Number/Tax ID number

If different from that of the primary applicant, which race and/or ethnicity does this dependent identify with?

First name Ml

Last name

Is the child dependent applicant’s residence the same as the primary applicant? [ Yes [ No
If no, where does the applicant reside? (address, including ZIP code and state)

Part 3(i) — Child dependent applicant information - If more than eight child dependents are applying for coverage, please attach
a supplemental page providing all information listed below, your signature, and date. Check here if a supplemental page is attached. [_]

] Male Date of birth (month/day/year)
[ Female Relationship: (e.g., son/daughter)

Applicant’s Social Security Number/Tax ID number

If different from that of the primary applicant, which race and/or ethnicity does this dependent identify with?

First name MI

Last name

s the child dependent applicant’s residence the same as the primary applicant? [ ves [ No
If no, where does the applicant reside? (address, including ZIP code and state)
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Part 4 — Authorization for release of information

By signing this form, you are authorizing the release of your and/or your dependents” healthcare
information by a healthcare provider, insurer, insurance support organization, health plan, or your
insurance agent to Blue Shield of California or Blue Shield of California Life & Health Insurance Company
(collectively, Blue Shield) for the purpose of processing claims and for administering benefits under the
health service agreement/policy.

Further, by signing below you are authorizing Blue Shield to disclose such healthcare information to a
healthcare provider, insurer, self-insurer, insurance support organization, health plan, or your insurance
agent for the purpose of investigating or evaluating any claim for benefits. The healthcare information
used or disclosed pursuant to this authorization may be subject to redisclosure and may no longer be
protected under the federal health information privacy laws.

You have the right to refuse to sign this authorization.

You are entitled to a copy of this authorization after you sign it.

Expiration: This authorization will remain valid: 1) for thirty (30) months from the date of this
authorization for the purposes of processing your application, processing a request for reinstatement, or
processing a request for a change in benefits; 2) for as long as may be necessary for processing of claims
incurred during the term of coverage; and 3) for the term of coverage for all other activities under the
health service agreement/policy.

Right to revoke: | understand that | may revoke this authorization at any time by giving written notice of
my revocation to Blue Shield. | understand that revocation of this authorization will not affect any action
Blue Shield has taken in reliance on this authorization prior to receiving my written notice of revocation.

Applicant/parent or legal guardian Today's date
Applicant/parent or legal guardian Today's date
Applicant’s spouse/domestic partner Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date

Continue to Part 5 - your signature and today’s date are required in that section.
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Part 5(a) - Applicant verification of accuracy
Please read the following carefully. Each applying family member age 18 and older is required to review the completed application and provide their own
signature. Keep a copy of this application for your records.

| alone am responsible for the accuracy and completeness of the information provided on this application. | have personally reviewed all
information provided on this application, even if | did not fill out the application myself. To the best of my knowledge and belief, all information
on this application is accurate, true, and complete. If Blue Shield determines that there is fraud (by act, practice, or omission) or an intentional
misrepresentation of material fact in the information on this application, | understand that coverage may be rescinded as allowed by law.

For applicants with a language preference other than English: If | indicated in Part 1 that | have a language preference other than English
and have completed the English version of this application (or version other than in my language preference), | confirm that | understand
the questions on this application.

Signature of applicant/parent or legal guardian Today’s date Print name (and relationship if applicant is a minor)
Signature of applicant/parent or legal guardian Today's date Print name (and relationship if applicant is a minor)
Signature of applicant’s spouse/domestic partner (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name

Part 5(b) — Authorizations, terms, and conditions
Please read the following terms and conditions carefully. Each applicant age 18 and older is required to review the completed application and provide their own
authorization and signature. Keep a copy of this application for your records.

1. Application for coverage: It is important to know that Blue Shield of California or Blue Shield of California Life & Health Insurance Company (as
applicable) may decline your application for coverage if you are not currently eligible. Your application must be approved by Blue Shield, and an effective
date for coverage assigned, before coverage may become effective.

2. First month’s dues/premium: Blue Shield requires first month’s dues/premium at the time of application submission. Find your estimated monthly dues/
premium by going to blueshieldca.com or contact your agent. Refer to Part 7 for payment options. Failure to submit full payment of dues/premiums
will result in a return of your application. Please note that processing any payment does not constitute approval of your application with Blue Shield or

Blue Shield Life. If you do not currently qualify for coverage, the dues/premium you submit with your application will not be processed. If you include a check,

it will be destroyed.

3. Past due premiums: Blue Shield reserves the right to collect any unpaid premiums for coverage in the 12-month period preceding the effective date of new
coverage before issuing new coverage.

4. Dues/premiums: Dues/premiums are to be paid in full by the due date. Coverage will be terminated for failure to pay dues/premiums by the end of your
grace period as set forth in the health service agreement/policy and as allowed by law. You will be responsible for paying the full cost of any healthcare
services. And you may not be able to apply for new coverage until the next open enrollment period.

(Required) By checking this box [, | acknowledge and agree to the following Blue Shield Premium Payment Policy. | also attest that either I, or an
Acceptable Third Party Payor, am making and will make all future premium payments for my Blue Shield coverage:

The Subscriber is responsible for payment of dues/premiums to Blue Shield of California and/or Blue Shield of California Life & Health Insurance Company
(Blue Shield Life). Blue Shield of California does not accept direct or indirect payments of dues/premiums from any person or entity other than the Subscriber,
family members or a legal guardian, or an “Acceptable Third Party Payor.” Acceptable Third Party Payors are:
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Primary applicant’s initials

Ryan White HIV/AIDS programs under Title XXVI of the Public Health Services Act

Indian tribes, tribal organizations or urban Indian organizations

A lawful local, State, or Federal government program, including a grantee directed by a government program to make payments on its behalf.

Bona fide charitable organizations and organizations related to the Subscriber (i.e., church or employer) when the following is also true: payment is
guaranteed for the plan year, assistance is provided based on defined financial status criteria and health status is not considered, the organization

is unaffiliated with a healthcare provider, and the organization has no financial interest in the payment of a health plan claim. Financially interested
institutions/organizations include institutions/organizations that receive the majority of their funding from entities with a pecuniary interest in the payment
of health insurance claims, or institutions/organizations that are subject to direct or indirect control of entities with a pecuniary interest in the payment of
health insurance claims.

Upon discovery that dues/premiums were paid directly or indirectly by a person or entity other than those listed above or the Subscriber, Blue Shield of
California has the right to reject the payment and inform the Subscriber that the payment was not accepted and that the dues/premiums remain due.
Processing any payment does not waive Blue Shield of California’s right to reject that payment and future payments under this policy.

. Effective date of coverage: If you qualify for coverage, Blue Shield will notify you of your effective date of coverage. If Blue Shield cannot honor your

requested effective date, or is unable to issue coverage before your requested date, coverage will begin as soon as possible. If additional dues/premiums

are owed, payment must be received before coverage becomes effective. Any charges incurred for services received prior to your effective date or after
termination of coverage are not covered.

Effective dates for a special enroliment period may be different than for an open enroliment period. These effective dates are assigned by Blue Shield and may
be as early as the 1st of the month following the receipt of the special enrollment period application as required by regulation, or the date of birth in the case
of a newborn. For information on special enroliment period effective dates, please contact Blue Shield.

. Acceptance of application: You understand that only Blue Shield can accept your application and issue coverage for an IFP plan requested on this form.

Your agent or broker cannot enroll you for coverage or change any terms or conditions of coverage.

Parents/guardians: If you are the parent or legal guardian of an applicant who is a minor, please sign on behalf of the applicant at the bottom of this
Part 5. As the parent or legal guardian, you are identified as the person who may make inquiries and act on behalf of the applicant regarding this coverage
(as allowed by law). In addition, you are agreeing to assume all responsibility for dues/premiums payments and for following the terms and conditions for
coverage. If you are not the parent of the applicant, please attach the court documents that appoint you as the guardian of this minor. Mark one of the
following boxes and identify the individual authorized to act on behalf of the minor (applicant):

[ Parent only: (include name and relationship), or
[ Legal guardian only: (include name and relationship), or
[ My designee (include name and relationship), or
[ Qualified medical child support order designee (include name and relationship).
1 Mark this box if Blue Shield is to only make changes to the contract upon written request by the person identified above.

. Authorization for spouse/domestic partner to make changes: If you are an applicant whose spouse/domestic partner is also applying [ Yes
for coverage, please specify if you authorize your spouse/domestic partner to make changes to the contract/policy on your behalf. You may N
discontinue this autharization at any time by sending a written request to Blue Shield. 0

. Authorization for your agent to provide/obtain information: Check here if you do net authorize your insurance agent, broker, or producer O
(referred to as “your agent”) to access all information on this application.

. Process to authorize Blue Shield to release personal and health information to a third party: If you would like to authorize your spouse, domestic

partner, or a third party to access your personal health information, please complete the form titled Authorization for Blue Shield to Disclose Personal & Health
Information to a Third Party. To obtain this form, go to blueshieldca.com and click on the Privacy link at the bottom of the page, or call (888) 256-3650.

. Response to requested information: You agree to cooperate with Blue Shield (or Blue Shield Life, as applicable) by providing, or by providing access

to, documents and other information requested (such as court orders to provide dependent coverage, etc.) to corroborate information provided in this
application for coverage. You acknowledge and agree that failure or refusal to provide these documents or the information requested may be cause to
rescind or cancel your coverage.

. Receiving materials and communications electronically versus print: You will receive required benefit plan and coverage-related materials

and communications via email and/or the Blue Shield website blueshieldeca.com, as applicable. Documents that are made available to you via
blueshieldca.com are as follows:

e Blue Shield Identification (ID) card e Evidence of Coverage and Health Service Agreement (EQC)/Policy
o Statement of Benefits (SOB) e Summary of Benefits and Coverage (SBC)

Obtaining a document electronically will confirm your consent to electronic delivery. You also have the right to obtain printed, mailed materials at any time
and at no expense to you.
To receive printed materials in the mail, to opt out of email communications, or if you have questions, please call (888) 256-3650.

I have reviewed all responses pertaining to me in this application. | have read the benefit summary, Summary of Benefits and Coverage (SBC),
and the terms and conditions of coverage and authorizations set forth above. With my own signature below, | represent that the information
provided in this application is complete and accurate to the best of my knowledge, and | understand and agree to the terms and conditions

of

coverage and the authorizations | have provided. (Important: Each adult applicant must provide their own signature.) | understand that | must

inform Blue Shield if anything changes or is different from what | listed on this application before my enrollment with Blue Shield begins.

Signature of applicant/parent/legal guardian Today's date Print name (and your relationship if applicant is a minor)
Signature of applicant’s spouse/domestic partner (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
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Primary applicant’s initials

Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name

Important: We must receive your application within 30 days of the date it is signed, during a yearly
open enrollment period or within 60 days from a special enrollment triggering event.

Part 6 — Producer information: To be completed by an authorized Blue Shield agent

1. Did you complete this application? [ Yes [C] No

2. If yes, did you ask each question in this application exactly as set forth? [ Yes [ No

3. Are the answers recorded exactly as given to you? [ Yes [ No, attach explanation.

4. Do you want the health service agreement/policy sent directly to the subscriber? 1 Yes [ No

Producer name (the entity/individual to whom commissions will be issued)

Email address ‘ ] Update email ‘ Producer number
Telephone number ‘ (] Update phone ‘ Fax number ‘ [] Update fax
Producer address

‘ ] Update address
City State ZIP code
Super producer name Super producer number
Producer signature (required) Today's date (required) Print name

Producers: Please ensure each part of the application is complete. In the event of missing or incomplete information, Blue Shield may contact your applicant
directly to obtain complete information.

Part 7 - Billing and payment information

Calculate estimated monthly dues/premiums
e (o to blueshieldca.com to get estimated dues/premiums or talk to your agent to get estimated dues/premiums.
e First month’s dues/premium is required at the time of application submission.

e Blue Shield will issue final dues/premium before any effective date of coverage. If the final amount differs from the estimated dues/premium and additional
amounts are owed, payment must be received before coverage will take effect.

Payment options
Your first month’s dues/premium can be paid by submitting a check® or money order.

*When you provide a check as payment, you authorize Blue Shield either to use information from your check to make a one-time electronic funds transfer from
your account or to process the payment as a check transaction. When we use this information from your check to make an electronic funds transfer, funds will
be withdrawn from your account as soon as the date we approve your application and you will not receive your check back from your financial institution.
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Blue Shield of California

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

Blue Shield of California complies with applicable state laws and federal civil rights laws, and does
not discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age, or disability. Blue Shield of California does not
exclude people or treat them differently because of race, color, national origin, ancestry, religion,
sex, marital status, gender, gender identity, sexual orientation, age, or disability.

Blue Shield of California:

e Provides aids and services at nocost to people with disabilities to communicate effectively
with us such as:

- Qualified sign language interpreters

- Wiritten information in other formats (including large print, audio, accessible electronic
formats, and other formats)

* Provides language services at no cost to people whose primary language is not English such as:
- Qualified interpreters
- Information written in otherlanguages

If you need these services, contact the Blue Shield of California Civil Rights Coordinator.

If you believe that Blue Shield of California has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age, or disability, you can file a grievance with:

Blue Shield of California

Civil Rights Coordinator

P.O. Box 629007

El Dorado Hills, CA 95762-9007

Phone: (844) 831-4133 (TTY: 711)
Fax: (844) 696-6070
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our
Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW.

Room 509F, HHH Building

Washington, DC 20201

(800) 368-1019; TTY: (800) 537-7697

Complaint forms are available at www.hhs.gov/ocr/office/file/index.himl.

Blue Shield of California b | U e
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Notice of the Availability of Language Assistance Services
Blue Shield of California

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it.

You may also be able to get this letter written in your language. For help at no cost, please
call right away at the Member/Customer Service telephone number on the back of your
Blue Shield ID card, or (866) 346-7198.

IMPORTANTE: ;Puede leer esta carta? Si no, podemos hacer que alguien le ayude a leerla.
También puede recibir esta carta en su idioma. Para ayuda sin cargo, por favor llame
inmediatamente al teléfono de Servicios al miembro/cliente que se encuentra al reverso de
su tarjeta de identificacion de Blue Shield o al (866) 346-7198. (Spanish)

BEEEA : LecEEEHENR ? MRAE - HPILUBAECRRE - EE0 L BEHRENRESER
MFTRZFEER - FUBIEFTEHELERBlue Shield IDFEE LK BE/EFRIBEAERRE - SiERETT
& 5E (866) 346-7198 - (Chinese)

QUAN TRONG: Quy vi c6 thé doc Ia thw nay khéng? Néu khéng, ching téi cé thé nhé nguwdi gidp quy
vi doc thw. Quy vi cling c6 thé nhan la thw nay dwoc viét bang ngdn ngir clia quy vi. Dé dwoc hé tro
mién phi, vui 1dng goi ngay dén Ban Dich vu Héi vién/Khach hang theo sé & mét sau thé ID Blue Shield
clia quy vi hoac theo sb (866) 346-7198. (Viethamese)

MAHALAGA: Nababasa mo ba ang sulat na itog Kung hindi, maari kaming kumuha ng
isang tao upang matulungan ka upang mabasa ito. Maari ka ring makakuha ng sulat na
ito na nakasulat sa iyong wika. Para sa libreng tulong, mangyaring tumawag kaagad sa
numerong telepono ng Miyembro/Customer Service sa likod ng iyong Blue Shield ID kard,
O (866) 346-7198. (Tagalog)

Baa’ akohwiindzindooigi: Dii naaltsoosish yiinitta’go biinighah? Doo biinighahg66 éi, naaltsoos nich’y’
yiidooltahigii ta’ nihee ho6lg. Dii naaltsoos atdd’ t’aa Diné k’ehji adoolniil ninizingo biighah. Doo baah ilinigo
shikd’ adoowol ninizingé nihich’{’ béésh bee hodiilnih d66 ndmboo éi dii Blue Shield bee néiho’dilzinigi
bine’déé’ bikaa’ éi doodago éi (866) 346-7198 ji’ hodiilnih. (Navajo)
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Ea' = U= AEO| JASLICH EDHOHE
0| MAIS Hro Al 4to A|2{® Blue Shield ID 7} 513 O]
o7/ MH|A HMotHs e (866) 346-7198Z X| & '|§._F3H1|8 (Korean)

YUrEINL B Yupnquinid &'p jupnu) wyu budwlp: Bpk ny, wuu dkip Joqkip dkq: dmp whwp k
twl jupnpubwp vnwbtiw] wju bwdwlp dkp Ekqyny: Ownwynipjniut wdwn b vugpnud Gup
wiudhowybu quuquhwpl] Zwdwpunpnubph vywuwpldw puduh hkpwpinuwhwdwpny, npp toqus £
Akn Blue Shield ID pupwup tinlth dwunud, Yud (866) 346-7198 hudwipny: (Armenian)

BAXHO: He moxeTe npoyectb AQHHOE MUCbMO?2S Mbl MOMOXEM BAM, ECAM HEODXOAMMO. Bbl TAKXKE MoXeTe
MOAYHYUTb 3TO MMUCbMO HAMUCAHHOE HA BALLEM POAHOM a3bIKe. [103BOHMTE B CAYXOY KAMEHTCKOM/YAEHCKOM
MNOAAEPXKM MPIMO CEMHAC MO TEAEADOHY, YKAZAHHOMY C3AAM MAEHTUADMKALLMOHHOM KapThl Blue Shield, nan
no TeAedoHy (866) 346-7198, 1 BOM MOMOTYT COBEpPLLEHHO BecnAaTHO. (Russian)

BE BRI, ZOFMEROI LN TEETN? b Latle 2 ENTERWIES, B, BEER
EYHR= LT L EFRELET, £, BEROREGCEPNLLFREBLY T5Z L6
BETY., MOV FR— FEHLENHAIE, Blue Shield IDF — FOEHEICEEHR STV HRA/BE

ﬁ%#—t“xoﬁéﬁﬁﬁ%\ EiE, (866) 346-7198IZ BERE & BT < 72E W, (Japanese)
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i 2l e in a8 O LERT 3 Ladi 4 (S (510 1y (S il 5 el it (liaaly ) Sl g |y sl (2 53 Ul sagea
ol IS Caly 534S il jled oyl 5l g g g Tkl (80l CSaS a5l S il A gl 4 | Aal ) S
(Persian) xS (il (5 jide/liac) ilead L (866) 346-7198 (il o jlad Gask 5l b 5 Cand sad z )2 5 Blue Shield

HIZYIS: St I oA U39 § ug Hele J2 A &t 3T A § ugs feg Hee &8 il R fenest e yso a9
A I A foeg U39 vyt 3 fog S Ifenr & YU 59 Aae J1 He3 R Hee Yu3 596 84 3973
Blue Shield ID 33 © fifg &3 Heg/aAcHT Adfer 2oies &89 3, 7 (866) 346-7198 3 & a3| (Punjabi)

UMIaS: ISgaMGlSsis: msSizigise 108SHoIs DRGSR WHASRMAMIMSH
EMIS URAHGSSUMSIUEMSINMUNIUNEARRIRI USRS SWIENUSSS &I
VUIUTIgINAMuIsiMmSuussiiniuhueSs/HaSRsTEumsisTiigRsan ey Blue Shield
IURIHS UMBiie (866) 346-71984 (Khmer)

138 e Jsanl) Lyl zliag 88 el 8 3 dlacliad Lo (et jliaa] WSy cale) 8 adaiad ol o) Sl 138 501 58 audaids Jaz ageal)
Sl cuilall e g saal) eliac ) aal/e Seal) daai aila a8 e oY) Juai¥l oo AdSS 5 s aclusall e Jsaal] alindy | 5i€a ldadl)
(Arabic).(866) 346-7198 &8l e sl Blue Shield 4 sell 48y (1

TSEEM CEEB: Koj pos tuaj yeem nyeem tau tsab ntawv no? Yog hais tias nyeem tsis tau, peb tuaj yeem nrhiav ib tug
neeg los pab nyeem nws rau koj. Tej zaum koj kuj yuav tau txais muab tsab ntawv no sau ua koj hom lus. Rau kev pab
txhais dawb, thov hu kiag rau tus xov tooj Kev Pab Cuam Tub Koom Xeeb/Tub Lag Luam uas nyob rau sab nraum nrob
gaum ntawm koj daim npav Blue Shield ID, los yog hu rau tus xov tooj (866) 346-7198. (Hmong)

drdny: aausnuaaminuaruil ldnde li vnlidle Tusawemnuehoaaeuls

AN ldsuaamnatuililunsvssnn mndesnisauthowde e lifan Toane
Tusesinsoruusmsand/aundnnaues Insdwvi Tutnsuszd1s Blue Shield wainas niolns
(866) 346-7198 (Thai)

HAFcaOT: AT 319 H U ! U¢ Hehd &2 IS eI, AT §H S Ugel H TTh! Hag o ol fordly saferd ol yaier oY
Hehcl & | 3119 S8 I T 37T AT 3 88 GTeeT 2 Fehe! 8 | 1:9feh Hee T el & oIt 3191 Blue Shield ID #r$
& NS U I HSR/FEeaR AT TldId SaT, TT (866) 346-7198 W el HL| (Hindli)

sgs‘mn mmmmoe‘maomwbloue mswulo woncsammo?mmgavaoeam‘lmmvwglo
um)eg:r)J.)‘)oe‘chcU@om)wchDwvmaagUm)Zo smuaowqoecmaccuuucs@m NEQLM
}me‘)cufmasngeuomvz"mar)/o:‘)ao?vmDmcuimowzue}mvmguoz‘"m;}n Blue Sh|eld 29917,
DUmICD (866) 346-7198. (Laotian)
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Notice of the Availability of Language Assistance Services
Blue Shield of California Life & Health Insurance Company

No Cost Language Services. You can get an interpreter. You can get documents read to you
and some sent to you in your language. For help, call us at the number listed on your ID card or
1-866-346-7198. For more help call the CA Dept. of Insurance at 1-800-927-4357. English

Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos y que le
envien algunos en espanol. Para obtener ayuda, lldmenos al nimero que figura en su tarjeta de
identificacion o al 1-866-346-7198. Para obtener mds ayuda, llame al Departamento de Seguros de
CA al 1-800-927-4357. Spanish

REFESG, G OFEERE, LU T SCHE ST (A, A LS ST, ] DHTE LR
fraFfales, ARG, S5 BRI JFF)WJE’J SRRy, BT 1-866-346-7198 BAFRAMIHS, ARESHADL
w8, FEECE 1-800-927-4357 BLANIN IR RGBS, Chinese

Céc Dich Vu Tro Gitip Ngon Ngir Mién Phi. Quy vi c6 thé dugc nhan dich vu théng dich. Quy vi cé thé duoc
ngudi khac doc gilp céc tai liéu va nhan mot sd tai liéu bang tiéng Viét. Dé dwoc giip d&, hiy goi cho ching toi
tai s6 dién thoai ghi trén thé héi vién cla quy vi hodc 1-866-346-7198. Dé duwoc tro gitip thém, xin goi S& Bao
Hiém California tai s6 1-800-927-4357. Vietnamese

22 EYQ MHA SI=E T Y MH|AE BIOM £ QO St 02 B E ST = AMH|A
AELICL =20 LQdtrl 22 82| ID 7+E0f| LHEfM_ LY M3} 1-866-346-7198HC 2 22
AtetS BOISHa 22 2| L0t & B =, Ot M3} 1-800-927-4357H O 2 A2t T4 A| 2. Korean

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at
maipababasa mo sa Tagalog ang mga dokumento. Para makakuha ng tulong, tawagan kami sa
numerong nakalista sa iyong ID card o sa 1-866-346-7198. Para sa karagdagang tulong, tfawagan
ang CA Dept. of Insurance sa 1-800-927-4357 Tagalog

Uuyswp LEquywl SwnwjniLpynilubn: nwp Ywpnn tp puwpgdwl dtnp ptnpt W thwuwnwenrtnp
purbngt) twy 46q hwdwn hwjtnptu |Gayny: OgqunLejwl hwdwn Utq quuquhwnptp 66n hupluntejwl (ID) tnnduh
ynpw Logwd Ywd 1-866-346-7198 hwdwpny: Lpwgnighy oquntejwl hwdwn 1-800-927-4357 hwdwpny
quuquwhwptp Ywhdnpuhwih Uwywhnjwgnpnipjwl FwdwldnLup: Armenian

BecAnaTHble YCAYrU NepeBoAd. Bbl MOXETE BOCMOAB3OBATLCS YCAYTAMM NEPEBOAYMKA, M BALLIM
AOKYMEHTbI MPOYTYT AAS BOC HO PYCCKOM a3blke. ECAM BOM TPEDBYETCH MOMOLLLD, 3BOHUTE HOM MO
HOMEPY, YKA3OHHOMY HO BALLEN MAEHTUAOUKALMOHHOM KAPTE, MAM 1-866-346-7198. ECAM BOM
TpebyeTcs AOMOAHUTEABHASN MOMOLLLb, 3BOHUTE B AEMNAPTAMEHT CTPAXOBAHMS LUTATA KAAMAOOPHMS
(Department of Insurance), no TfeaedoHry 1-800-927-4357. Russian

EHOEEY—ER BAETEREZIRE#EL. EEZEHEALFEFT, Y—EXZCHFLOAIF. 1DH—
RECEDE S E1=(X1-866-346-7198F THRINEHLEL 3, BHLIEMULEHLEIX, )T+ IL=T
RERIT. 1-800-927-4357F T ZE#& < & LY, Japanese

(1 0l 5 3 a3 4 S e i K S sl AL aa jie S0 Cladd ) il gine Ll 4 B pa silae Ciladd
10,2080 il 1-866-346-7198 o led (il L 5 ol 225 28 Lo (SLalid &S (55548 il o jlad sl ) Lo eSS il 50
Persian. 1S (Al 1-800-927-4357 s jled 4 (LiadlS 4 o )M)CA Dept. of Insurance 43 ¢ iy <SS Gl 5
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HE3 I AT 3H TIHIE Thiif ATl ITHS od AdR J M3 TASRH ¢ UATe! f[<9 7 Aaw J1 9% TA3<d
377§ U} {9 37 71 HAR I | Hew B8 3073 »iElst (ID) 9193 3 93 &9 3 i 1-866-346-7198 3 ' HIG @6
31 TU3 Hew Bl dETaga i fsurgeic »ig fesidn & 1-800-927-4357 '3 @6 93| Punjabi

HINRYMMNBHARIGY HRMGSSUCSHAUMTUMAN SHMSAMMINSHAN MaNig! 1 ujEnus St
wysIiNygMIUDRSMuINsSIi2ueSUMMIIUUTMAIEUIESSIUNITHA Y 1-866-346-7198 4
NENUSSWUITSYIS]s wyusinnisimudm S Uig mIGUlinm suiug 1-800-927-4357 Khmer

Joail 3o bl e ) ganll G jall Zallly Gl 3305 ) 56l 8 5 o jie e J sanll oli€ey 4RI ) g4y dan 5 cilard
(o slaall (e 3330l e Jgaanll [1-866-346-7198  ad 0 e i oy sme dilday e cpall 850 e Uy
arabic . 1-800-927-4357 i) e i) sl 43Y o Gaalill 3ok Jusil

Cov Kev Pab Txhais Lus Tsis Them Ngi. Koj yuav thov tau kom muaj neeg los txhais lus rau koj thiab kom
neeg nyeem cov ntawyv ua lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj nyob
hauv koj daim yuaq;j ID los sis 1-866-346-7198. Yog xav tau kev pab nixiv hu rau CA lub Caj Meem Fai
Muab Kev Tuav Pov Hwm ntawm 1-800-927-4357 Hmong

vsmsvnamuaing lidsen T3y aaanansasuuamsannan udsiiidwiindswenans e
wiaduonasusd i Tunmsnvasan lumanls vindasmsanuehowae

ngaun InsdwvionuminolaviissyatdundniasUsandvoinn vie fivanoiaw 1-866-346-7198
mndasmsanuthowmdoiuidn 1Use lusunii nsunmsussiudsuianassundnosifiufivenuay 1-800-927-4357 Thai

f:[eh LTS TaTd | 31T T gHTTRT Bt AT T & el & | 3HTY GXATdST Bl Ugdl & YA Tdhd § 3R $S PI T
U1 & W9 1 fHSTaT gobd &1 TeTadl & g, 309 ID $1e R U T HaR W, U7 1-866-346-7198 TR §H BIF &I |
3ifh eIl & foIu eI AT fAHTT (CA Dept. of Insurance) &1 1-800-927-4357 TR TIH &3 | Hindi

Doo baah ilinigé saad bee yat’i’ bee ana’awo’. Dii sha ata’halne’dooigi hol¢edoo ninizingo éi biighah. Naaltsoos
naanindhdjeehigi shich’y’ yiidooltah éi doodagd ta’ shich’t’ ddoolniit ninizingo biighah. Shika a’doowot ninizingo
nihich’{” béésh bee hodiilnih d66 ndmboo éi dii ninaaltsoos doott‘izhigi bee néiho’dilzinigi bine’déé’ bikaa’ éi doodagd
€1 (866)346-7198)1” hodiilnih. H6zh¢ shika anad’doowot ninizingo ¢éi dii béeso ach’aah naa’nil bit haz’4aji’
1-800-927-4357;1" hodiilnih. Navajo

UOT)‘)DCCUL.)')S‘)?OE)UCSE)E)‘) mvmmoacmwcwwwmlo U)‘)l)ﬁ‘).L)‘)O2?U)8°7DC87%3°7D<ZU7U)°7DM‘_)
({017 SQCST)vS?DU‘)‘DEJ‘)‘DU)CUD&)‘)S‘)&S?ID‘)D S‘)QU&)O‘).L)QOE)CU)S ‘Zm’?mmvwoncsvmwcu?ma ¢FOND

?Duouvmmoammm @ zmm‘)cm -866-346-7198. swouaowaoecg}acw»cmuimmv WeCCLN Umvlwaag
506)‘751;5CDE)261?)C81-800-927-4357. Laotian
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